
 
 

                                           HEALTH CARE PROVIDER 

                                                           PARTICIPATION INTEREST FORM 

 

 

 

      PROVIDER: ________________________________________________________ 

 

      ADDRESS: _________________________________________________________ 

 

      SPECIALTY: _______________________________________________________  

 

      PHONE:____________________________________________________________ 

 

      FAX:_______________________________________________________________ 

 

      OFFICE CONTACT:_________________________________________________ 

 

      EMAIL:____________________________________________________________ 

 

      YES! I’ll do my part to make the Frederick County Health Access Program (FCHAP) a  

      success. 

 

       I pledge to accept up to the following number of FCHAP patients over a 12 month  

       period: 

 

 ______ patients/month    OR 

 

 ______ patients/year  

 

       ______Please contact me with more information 

 

      I understand that I will receive all program information and sign an agreement prior to  

      the assignment of enrollees to my practice. 

 

      PLEASE RETURN THIS FORM TO: 

      LEIGH JOOS, RN/FCHAP COORDINATOR  

      FAX  1-866-430-9751 

 

 

                      

Frederick County Health Access Program 
           An initiative of the Frederick County Health Care Coalition  

            in partnership with the Frederick County Health Department                    

                    Providing Connections to Care 

                                      Ph. 301-788-8592     FAX  866-430-9751 

                                      www.co.frederick.md.us/healthaccess 

 


